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COMMENT
The COVID-19 pandemic underscores the need for
an equity-focused global health agenda
N. Jensen 1✉, A. H. Kelly 1 & M. Avendano1
Over the past few months, COVID-19 has ravaged health systems and econo-
mies in countries across the world. While many would argue that a pandemic of
respiratory disease was predictable, the systematic failures of the response
came as a surprise. From the shortage of hospital beds and medical equipment
to the gross insufficiencies in national surveillance systems, supply chains and
laboratory capacity, COVID-19 has laid bare the health care limitations that
‘global north’ and ‘global south’ share. A stark set of differences, however, run
across the parallels in our collective predicament: indeed, what has become
ever-more apparent is the radically uneven distribution of the health, social and
economic risks associated with the pandemic—and the public health measures
implemented in response—both within and between societies. As concerns grow
over a prolonged period of COVID-19 waves, further insights are needed into
who bears the largest share of COVID-19 burden and why. The pursuit of health
equity is widely held to be global health’s raison d’être; and yet, the deep
inequities laid bare by the current pandemic underscore that the field must do
more and we must do better. This article identifies five key domains for equity
research and action going forward. These ‘equity frontiers’ are not meant to be
exhaustive. Rather our emphasis here is on drawing lessons from the COVID-19
pandemic as a prompt for a revived—if not rethought—equity agenda for an
evolving global health field.
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COVID-19 as a magnifier of health inequalities
F ive months into the pandemic, we are faced with an ever-growing evidence base on how the COVID-19 pandemic notonly exposes but exacerbates existing health disparities and
their underlying social determinants. Early data from China
showed the disproportionate vulnerability to the virus for older
people and individuals with pre-existing health conditions (Guan
et al., 2020). As the pandemic evolved, perhaps the most striking
finding has been the disproportionally high infection and mor-
tality rates among people from Black and Minority Ethnic
(BAME) backgrounds in the UK (Public Health England, 2020)
and among African Americans (CDC, 2020). The impact of the
pandemic is also clearly gendered: although men generally appear
more vulnerable to COVID-19 infection, women make up the
majority of the global health workforce at increased risk of hos-
pital infection (Wenham et al., 2020).
Such findings have prompted wide-spread calls for the routine
disaggregation of COVID-19 case and fatality data by age, gender,
ethnicity and other social stratifiers (Khunti et al., 2020; Dowd
et al., 2020). But although improvements in data are clearly
necessary, this paper argues that a more nuanced epidemiological
analysis can only be the beginning of a longer-term agenda of
equity research and intervention. Scrutiny of the overt and the
perhaps more insidious ways that the COVID-19 pandemic maps
onto existing health inequities is clearly needed and should be
used to underscore the need to address the structural conditions
at their root.
An equity-focused COVID-19 agenda. What would an equity
approach that goes beyond disaggregated statistics look like?
While this is a long-term agenda, we propose, as a starting point,
to pursue five frontiers of enquiry and action focussing on: the
social determinants, unequal effect of public health measures,
fragile systems, inequities within systems, and the politics of
global health attention and neglect.
Social determinants of health in the context of COVID-19. In 2008,
the World Health Organization’s (WHO) Commission on Social
Determinants of Health (CSDH, 2008) successfully made the case
that achieving health equity requires both: mapping how (ill-)
health is distributed among different social groups, and showing
how this distribution reflects the unequal “conditions in which
people are born, grow, live, work, and age” (CSDH, 2008, p. 1).
In the current crisis, more granular epidemiological data is
clearly necessary to document COVID-19 disease burdens among
socially disadvantaged groups. The rigorous compilation of
disaggregated global, national and regional infection rates and
deaths would allow a systematic assessment of which populations
are more susceptible to infection, experience the worst outcomes,
and are most likely to die from the disease. At the very least, this
should involve the routine collection of a standardised set of
metrics, such as those included in the WHO-endorsed PRO-
GRESS ‘equity lens’—place of residence, race or ethnicity,
occupation, gender, religion, education, socioeconomic status,
social capital or status (WHO, 2013). In addition, more data is
needed on how COVID-19 prognosis is impacted by pre-existing
conditions, including not only non-communicable diseases but
also undernutrition, HIV/Aids, TBC and malaria (Nkengasong
and Mankula, 2020).
But beyond these informative, yet arguably quite narrow, social
categories, an equity lens should also be broadened to expose how
a wider range of factors—including racism, colonialism, sexism,
classism, ageism, ableism, homophobia and transphobia—make
some population groups more vulnerable in the face of COVID-
19. There is now a robust body of evidence that socio-economic
disadvantage, gender and class inequities and racism are among
the ‘fundamental causes’ (Phelan and Link, 2015) of health and
disease. Building on this, epidemiological analyses must be
complemented by in-depth qualitative research to show how
diverse forms of inequality intersect and become ‘embodied’
(Krieger, 2015; Nguyen and Pechard, 2003) in the context of this
current pandemic.
Crucially, analyses of the differential distribution of vulner-
ability and risk must go hand in hand with a diagnosis of the
wider political, institutional, and economic conditions that allow
health inequalities to persist and be re-produced through
COVID-19. The social determinants model has been successful
in mainstreaming attention to the ‘causes of the causes’ of ill-
health, such as poverty. And yet, many have argued that it does
not go far enough in shifting the analytical focus from individual
or group-level risk factors to the political-economic systems that
differently distribute power and resources (Navarro, 2009; Krieger
et al., 2010). Alternative proposals have emerged, for example,
from Latin America, where scholars are spearheading approaches
that foreground theoretically informed analyses of the dynamic
processes of ‘social determinations’ that underlie health inequal-
ities (Breilh, 2008; Spiegel et al., 2015). As the role of existing
forms of marginalisation and disparity in shaping the COVID-19
pandemic becomes clear, the ‘social determinations’ framework
may be useful to spotlight how the distribution of (Covid-19)
health risks and vulnerabilities is shaped by political decisions,
such as, for example, the dismantling of public health systems and
services under neoliberalism and, most recently, austerity policies
(Nunes, 2020; see below). Conversely, it may also encourage
scholars to engage with and learn from the existing and new
forms of solidarity, collectivity and care that have been mobilised
by the pandemic everywhere (Sitrin and Colectiva Sembrar, 2020)
to open up new conceptual and practical pathways to think and
do equity.
A key example of the need to further unpack our categories of
quantitative analysis is the way age has featured as a measure of
COVID-19 risk over recent months. Due to children’s reported
underrepresentation among severe Covid-19 cases, the early
stages of the pandemic were dominated by a focus on children as
‘transmission links’—as key nodes in epidemiological networks
that could be targeted by public health measures in order to
protect older populations perceived to be more vulnerable to
serious forms of the disease (Kelvin and Halperin, 2020). While
subsequent studies seem to confirm statistically less severe Covid-
19 disease in children and young adults (Götzinger et al., 2020),
they also highlight the enduring knowledge gaps in regard to
more severe forms of disease and sequelae in children as well as
their contribution to community transmission (ECDPC, 2020).
At the same time, the potentially significant and long-lasting
impact of public health measures on children’s wellbeing and
educational attainment have become a focus of heightened
concern, pointing to how various and complex forms of
inequalities are (re-)produced by confinement and distance
learning (The WHO–UNICEF– Lancet Commissioners, 2020).
That young people, and more so already vulnerable young people,
are likely to bear significant long-term impacts of the pandemic
highlights the need for an equity agenda that scrutinises both (but
separately): the specific risk factors for COVID-19 disease and the
wider determinants that play a role in the distribution of health
risks and vulnerabilities in the context of the pandemic. An equity
agenda must, therefore, extend beyond an analysis of determi-
nants of COVID-19 disease to scrutinise the short and long-term
effects of public health measures implemented in response.
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The unequal effect of public health measures. The gradual yet
uneven (United Nations, 2020) reopening of schools this Autumn
has spotlighted the significant and likely lasting impact of the
Covid-19 pandemic on children. And yet, it is only the latest of a
series of examples that show why analyses of inequalities in terms
of COVID-19-related health outcomes and access to care must be
complemented by scrutiny of the unequal effects of public health
measures adopted to contain the pandemic.
Across the world, countries have put in place measures to
prevent COVID-19 infection and mitigate transmission, ranging
from stringent ‘test, trace and isolate’ strategies in countries such
as South Korea to countrywide ‘lockdowns’ in most of Europe,
India and some Latin American and African countries. The
ultimate public health worth and political wisdom of strict social
distancing measures in reducing COVID-19 transmission
remains an open question. Selective national and local responses
such as in New Zealand, Uruguay and the Indian state of Kerala
have been widely held up as exemplary for combining swiftly
implemented social distancing measures and rigorous track, trace
and isolate programmes with supportive economic measures and
effective community engagement and communication strategies
(Baker et al., 2020; Werner and Lammertyn, 2020; Menon et al.,
2020). In contrast, other countries have been lauded for the
effectiveness of their stringent public health measures, but those
impositions clearly came at a great cost. One example is Sri
Lanka, where the government’s swift and decisive Covid-19
response has been overshadowed by accusations of discriminatory
measures against the country’s Muslim population and concerns
over a significant economic fallout (Al Jazeera, 2020).
As lockdowns are loosened and case numbers in many
countries rebound, governments across the world are facing
difficult decisions to implement appropriate combinations of
measures to deal with likely future ‘waves’ of infection. But
despite that uncertainty, what has become abundantly clear is that
public health advice is far more difficult to follow for some than it
is for others. This includes large parts of populations worldwide
that live in, as a group of leading African academics and writers
have referred to, ‘conditions of chronic precarity’ (African
Arguments, 2020), whose everyday realities seem to have been
summarily excluded from public health policy consideration.
But even as large-scale lockdowns in many countries are
starting to ease, the continuous deployment of such mitigation
measures in a more geographically targeted fashion will provide
new insights into the unequal distribution of risk. One key
example is the recent COVID-19 outbreak and subsequent
localised lockdown linked to meat processing plants in Germany,
which has spotlighted the exploitative working and living
conditions of affected staff, predominantly low-paid seasonal
workers from Eastern Europe (Die Zeit, 2016).
Equity experts have long argued that health interventions may
inadvertently worsen health inequities unless they are specifically
aimed at improving the health of those worse-off (Gwatkin and
Ergo, 2011). The COVID-19 pandemic acutely demonstrates that
the same holds true for public health measures designed and
implemented without consideration of their possible differential
impact on different population groups. An equity-focused
COVID-19 approach must therefore document the mid-term
and long-term differential impact of lockdown and other public
health measures and evidence the disparity in their effectiveness
and unintended consequences for health and socioeconomic
wellbeing. But more so, it will need to expose the root causes that
create and sustain social disadvantage and scrutinise the
mechanisms through which such disadvantage is articulated
and reinforced, including at the level of medical and public health
infrastructures.
The disproportionate impact of fragile health and social benefit
systems on disadvantaged groups. As much as the pandemic
points to the dangers of imposing ‘one-size-fits-all’ public health
approaches in vastly different contexts (Mehtar et al., 2020; Cash
and Patel, 2020), it also highlights that no rapidly implemented
emergency response mechanism can offset the structural fragi-
lities of healthcare and social welfare benefit systems caused by
decades of underinvestment and neglect.
That well-functioning healthcare systems are key to achieving
health equity has become a truism in high-level global health
debates, consolidated over the past two decades around the push
for Health System Strengthening (HSS). Within these discussions,
poorer countries’ health systems tend to be portrayed as
‘bottlenecks’ to the delivery of evidence-based healthcare services.
To many, the calamitous effects COVID-19 on ‘weak’ health
systems, especially in Africa, seemed inevitable.
In many African nations Covid-19 has indeed exposed severe
constraints in terms of testing and surveillance capacities,
numbers of health workers, Personal Protective Equipment
(PPE) stockpiles, intensive care unit (ICU) beds, ventilation
systems and constrained health budgets to scale up outbreak
responses (Nkengasong and Mankoula, 2020). The clarity with
which those limitations have been brought into view have the
potential to springboard internationally supported HSS efforts to
the forefront of global health policy. In some key ways, however,
the pandemic has also exposed the ways in which the current HSS
agenda falls short.
First, the breadth of country responses to the pandemic has
highlighted examples of less-resourced countries that have
launched effective public health measures to mitigate the impact
of COVID-19 on their often fragile health systems (Dalglish,
2020). But, conversely, the pandemic has also exposed that health
and social care system constraints are by no means limited to
poorer ‘global south’ countries. Governments across the world
have struggled to robustly respond to growing infection rates with
medical and public health infrastructures that have been
weakened by years of underinvestment, reorganisation and
fragmentation. This holds true, for example, for the US, where
the outgoing administration stifled implementation of the 2010
Affordable Care Act (ACA), which many had hoped would
alleviate glaring health disparities by improving healthcare access
especially for ethnic minorities and socio-economically disad-
vantaged groups (Williams et al., 2016; van Dorn et al., 2020;
Himmelstein and Woolhandler, 2020). In the UK and many
continental European countries, a twin drive towards cost
reduction and privatisation has hollowed out health systems over
at least the past decade, with indications that it is the health of
poor and marginalised populations that has suffered most as a
result (Karanikolos et al., 2013; Stuckler et al., 2017; McCoy,
2020).
Second, the current pandemic has revealed that health systems
are rarely ‘weak’ in isolation. As the International Labour
Organization (ILO) notes, the COVID-19 pandemic has “revealed
the cracks in social protection systems” (ILO, 2020). Indeed,
despite improvements over the past decade, across many African
countries, for example, coverage of social protection systems
remains low, which risked rendering social distancing measures
ineffective (Ebuenyi, 2020). But in many European countries, too,
reduced or stagnating healthcare funding in the wake of the
2007–2008 financial crisis has often accompanied wider pro-
grammes of public sector cuts with often significant indirect
health impacts: determinants of health such as unemployment,
homelessness, food insecurity and mental health issues increased
across many European countries linked to reduced government
spending; at the same time that social protection programmes
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that may mitigate their impact on health were often scaled back
(Thomson et al., 2015; Stuckler et al., 2017).
An acknowledgement that past policies have served to create
global inequities and stifled countries’ ability to respond to public
health emergencies must be the first step towards transforming
not just health but also social security systems. More so, it should
make clear that the strive for health equity cannot be divorced
from a wider agenda for social, economic and political justice.
That comprehensive political commitment was central to the
1978 Alma Ata Declaration but has since been progressively
watered down, including by the HSS agenda where this is used to
promote a narrow path towards health equity via the provision of
healthcare alone.
An equity approach would reaffirm these commitments by
calling for interventions into the social, economic and political
conditions that (re-)create inequities. As part of this, more clearly
needs to be done to acknowledge and address those forms of
injustice and oppression that are embedded within and
articulated through sectors and institutions of public life,
including those related to health and healthcare.
Inequities within systems. Another important insight that will
have to guide an equity approach is that inequities are not just the
result of what happens when systems ‘fail’. Rather, inequities are
often the result of—and are refracted through—the way systems
are set up and operate.
Across the world, healthcare workers—as well as carers, social
workers, clinical support and lab workers, administrators and
receptionists, cleaners, caterers and drivers, but also shopkeepers,
delivery drivers, refuse collectors, etc.—have played a crucial role
in sustaining countries’ critical infrastructures. Politicians and the
media were quick to elevate these workers to national ‘heroes’ in
the public consciousness. But what these laudations mask is the
risks to which certain groups have been put not only by the
nature of their work but also by the lack of adequate workplace
protections. In the early months of the pandemic, much attention
was on the wide-spread lack of PPE for healthcare and other
‘essential’ workers. But in many countries this could be said to be
indicative of much deeper systemic failures as many essential
workers also earn salaries below the median national income
(Butcher, 2020); have been at the receiving end of wide-ranging
public sector cuts (Mason and Asthana, 2017); become targets of
increasingly repressive immigration systems (Goodfellow, 2020),
and have been at the heart of what Cooper and Waldby (2014)
refer to as the systematic outsourcing of risk associated with
neoliberal and welfare reforms associated with ‘post-Fordist’
labour regimes. An equity-oriented COVID-19 agenda therefore
must expose and address the inequalities that are ‘baked into’ and
perpetuated by health systems and other ‘essential’
infrastructures.
It is of course well established that systemic forms of
oppression, such as racism, become operable through discrimi-
natory practices and policies at the level of institutions (Bailey
et al., 2017; Jones, 2002). How institutions’ policies and practices
have reinforced health inequities and contributed to the
differential effects of the COVID-19 pandemic on different
population groups will have to scrutinised. And so do other ways
that structural violence is exerted through the system: racism,
classism, sexism and ableism—to name just a few of the many
prevalent forms of oppression—also operate at the level of health
system institutions themselves, such as through discriminatory
recruitment and promotion processes, or are indeed embedded
within biomedical technologies and public health programmes
(Benjamin, 2016; Gentleman and Campbell, 2020; Neilson, 2020).
What this highlights is that health equity cannot be achieved by
‘strengthening’ healthcare institutions and systems alone with the
aim to ensure everyone has access to care (although, again, this is
crucially important). But we also need to address how health
technologies, programmes, institutions and systems themselves
are all-too-often suffused and shaped by the very forms of
oppression and privilege that are at the root of health inequities.
Put simply, health equity cannot be treated as the end point, but
rather must be a commitment that infuses and guides every-day
individual, institutional and societal action, in the healthcare
sector and beyond.
The politics of global health attention/neglect. A final key
dimension of an equity-focused agenda is what might be called
the politics of global health attention and neglect, and its impact
on shaping the pandemic. As others (Farmer, 1996; Nunes, 2016)
have pointed out, the sense of urgency that results from patho-
gens being deemed global security threats may spur new visibility,
funds and institutional arrangements; framing a situation as a
crisis may also, however, foreclose a more careful attention to the
social, economic, environmental and political milieu in which
disease outbreaks occur as well as what responses could be—
beyond immediate disease containment.
As Paul Farmer has noted, “the historical regard has shown us
that what was not examined during an epidemic is often as
important as what was” (Farmer, 1996, p. 267). Even as the
COVID-19 pandemic is ongoing, an equity agenda would imply
insisting on the importance of treating structural (health)
inequalities as determining factors that shape the emergence
and course of the pandemic, and that should frame a long-term
response that goes beyond surveillance, transmission reduction
and improved emergency preparedness.
How a focus on pandemic response diverts attention from
other (health) issues should also be scrutinised. There are already
numerous warning signs that must make this a priority concern.
In the UK, the pandemic has significantly impacted patients’
access to routine care (Reuters, 2020), with similar concerns
raised across the world (Abajobir, 2020; Pai, 2020; Pramesh and
Badwe, 2020; Rosenbaum, 2020; Wang et al., 2020; WHO, 2020a).
In terms of malaria, for example, the WHO warns that
disruptions to existing prevention campaigns and treatment
programmes could result in a doubling of annual deaths rates
(WHO, 2020b). An equity approach thus needs to eschew the
temptation to treat the COVID-19 outbreak as a single-disease
issue and keep a spotlight on the pandemic’s effects on the
prevention and treatment of other non-COVID-19-related
conditions. Pre-existing chronic conditions, often themselves
linked to social determinants, do not only exacerbate the risk of
COVID-19 infection. But the pandemic may also exacerbate
inequalities in chronic diseases both within and between
countries: for example, as resources are diverted to outbreak
control this is likely to disproportionately affect populations
groups who already are higher risk and/or struggle to access
healthcare services (Okereke et al., 2020), including mental health
services (Rose et al., 2020). Keeping track of the multifarious
effects of COVID-19 is crucial for improving outbreak response
in the future, whether it is directed for future waves of COVID-19
or other yet unknown pathogens. To avoid the same devastating
and differential outcomes, long-term and sustainable changes
must be addressed across the spectrum of health needs.
Lastly, the politics of attention and neglect also speak to
asymmetries in resources and power that pattern the global health
field itself. Equity has long been fronted as the cornerstone of the
field (Koplan et al., 2009); and yet, for too long this has been
pursued through policies and programmes that privilege short-
term healthcare-focused interventions at the expense of a
sustained focus on addressing the roots of social and health
inequities and, as Birn and Nervi (2019, p. 7) put it, the “power
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relations that impede the fundamental changes needed to address
these injustices”. More so, ever-intensifying calls for the
decolonisation of the way global health is both practiced and
taught rightly call into question the ability of the field to address
inequities when it mirrors and even perpetuates the very same
injustices by framing efforts to improve international health as an
ahistorical and apolitical enterprise and continuing to privilege
certain knowledges, voices and bodies (Koris et al., 2020).
Conclusion
The five equity frontiers outlined here give but a glimpse of the
many ways in which the COVID-19 pandemic intersects with and
exacerbates social and health inequalities. If anything, the current
pandemic has been a powerful reminder that health is much more
than just a medical matter, as it is embedded within a complex set
of social, economic and political determinants. Providing a com-
prehensive picture of the overlapping, durational and socially
situated burden of the pandemic will thus require a multi-
disciplinary approach: next to epidemiological evidence that
documents inequalities in outcomes and care, in depth qualitative
and ethnographic research will be critical to evidence the het-
erogenous on-the-ground experiences and impacts of the pan-
demic, highlight the limitations and blindspots of one-size-fits-all
pandemic responses, and point to the complex pathways through
which imbalances in power and resources lead to health inequities.
The current crisis underscores why the pursuit of health equity
should remain the top priority in global health. But it also lays
bare the gap between the equity ambitions of the global health
field and healthcare realities. The attention that the pandemic has
brought to social and health inequalities may offer an opportunity
to address that shortcoming. But, in so doing, it should also serve
as a prompt to re-think the global health equity agenda and re-
claim it is part of a much wider struggle for social, economic,
political and epistemic justice.
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